This is believed to be the first report of a case of subacute effusive constrictive pericarditis caused by amoebiasis.
present. The central venous pressure was 25 cm of saline. The apex beat was not palpable and the first and second heart sounds were feeble. A pleuropericardial rub was also detected. The liver was palpable 8 cm below the right costal margin and was tender.
Routine investigations showed haemoglobin 92 g/l, total leucocytes 18 000/mm3, erthrocyte sedimentation rate 30 In our case the coexistence of an abscess in the left lobe of the liver together with pericardial effusion suggested an amoebic cause. Although Entamoeba histolytica was not found in the pericardial fluid, the absence of acute inflammation in the pericardium and the aspiration of anchovy sauce pus from both the liver abscess and the pericardial sac were considered to be diagnostic of amoebic pericarditis. Entamoeba histolytica is rarely demonstrable in the pericardial fluid but the diagnosis can be based on aspiration of anchovy sauce pus from the pericardial cavity. 6 When amoebic subacute effusive constrictive pericarditis is suspected haemodynamic studies should be performed and if they indicate subacute effusive constriction, pericardiectomy should be performed immediately.1 If operation is delayed constrictive pericarditis will develop with myocardial infiltration. ' 
